Results: There were 144 infra-inguinal interventions for CLI in 114 patients (52 % male; mean age 68.8 y); 123 limbs were treated. Treated segments were TASC II C or D, or had severe infra-popliteal disease in 68%. Risk factors included diabetes: 25%; renal failure: 11%; smoking (within 1 y): 23%.Mortality at 12 months was 16.7%; with a preceding major amputation in 4 of 19. DUS was performed within 30 days of the index procedure in 90 cases. A normal DUS finding was associated with better limb salvage (p ϭ 0.06). Abnormal early DUS findings were noted after 26 CLI interventions that had no demonstrated residual abnormality with completion angiography (47%).
Conclusions: DUS detects residual stenoses missed with angiography after CLI interventions. An abnormal DUS within 30 days after an intervention was associated with increased risk of treatment failure (need for secondary procedures, limb loss). This suggests a role for intra-procedural DUS, as well as routine post-procedure DUS, close clinical follow up, and consideration of re-intervention for residual abnormalities. Results: 123 limbs in 111 patients (62% male, mean age 74) underwent TAEI. 102 limbs (83%) had tissue loss. All interventions included tibial angioplasty (PTA) with selective atherectomy (17 %); 20% of limbs underwent interventions on Ͼ1 tibial vessel. 50 limbs (41%) underwent isolated tibial procedures while 73 had concurrent ipsilateral SFA or popliteal intervention. The mean distal popliteal and tibial runoff score improved from 11.8 Ϯ 3.6 to 6.7 Ϯ 1.6 and the mean ABI increased from 0.61 Ϯ 0.26 to 0.85 Ϯ 0.22. 5 patients (4%) required bypass. One-year primary, primary-assisted and secondary patency rates were 33%, 50% and 56% respectively. Limb salvage rate at one-year was 75% (table). TAEI in an isolated peroneal artery (OR 7.80, pϭ0.01) was associated with impaired wound healing, whereas multilevel intervention (HRϭ2.1, pϭ0.009) and tibial laser atherectomy (HRϭ3.1, Pϭ0.01) were predictors of wound healing. In patients with tissue loss, 41% achieved complete closure (mean time to healing 10.7Ϯ7.4 months) and 39% improved (mean FU 4.4 Ϯ 4.8 months) at last follow up. Diabetes, smoking, statin therapy, and revascularization of Ͼ1 tibial had no impact on limb salvage or wound healing. Re-intervention rate was 50% at 1 year (. Objective African Americans (AA) have been reported to have poorer early and late patency and limb salvage (LS) rates following bypass procedures. The goal of this study is compare the results of AA and Caucasians (CAU) who present with symptomatic peripheral arterial disease (PAD).
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Methods All AA and CAU patients who presented with symptomatic PAD between 06/2001-06/2008 were included.
Results Of the 698 patients (799 limbs), 93 were AA, and 706 were CAU. AA were more likely to be non-ambulatory, have poorer functional capacity (Յ4 METS), renal failure, dialysis-dependence, lower albumin levels and present with gangrene, whereas CAU had more CAD, hyperlipidemia, and COPD (Table I ). Significantly more AA had primary amputation (PA, 14% vs 6%, PϽ0.001). Of those who underwent revascularization, 62% and 61% in AA and CAU groups had endovascular procedures. Infrapopliteal and multilevel interventions were significantly more frequent in AA (Table I) . Perioperative morbidity and mortality were similar. Patency rates, limb salvage and survival were similar in AA and CAU who underwent revascularization (Table II) . Multivariate analysis showed diabetes, gangrene, infrapopliteal interventions and functional capacity independently predicted limb loss, whereas race did not.
Conclusions Among patients presenting with symptomatic PAD, AA patients were more likely to have poorer functional status, renal failure, present with gangrene and have lower albumin levels than CAU patients, and were more likely to undergo PA. However, survival, limb salvage and patency rates were similar following open and endovascular revascularizations, although AA were more likely to have infrapopliteal and multilevel interventions. Objective: Prior studies have documented racial/ethnic disparities in rates of amputations for peripheral arterial disease (PAD) in the United States (US). We analyze the extent to which these disparities persist during an era that has seen significant growth in the use of endovascular therapy.
Methods: The 1998-2006 Nationwide Inpatient Sample was used to examine patterns of treatment. We considered a hospitalization as an acute admission for PAD if 1) the primary diagnosis was PAD, and 2) the patient was admitted urgently/emergently or through an ER. Vascular interventions were designated as open bypass, endovascular intervention, or major amputation (disarticulation at ankle or higher amputation).
Results: Between 1998 and 2006, likelihood of an endovascular procedure being performed during an acute hospitalization for PAD increased from 11.5% to 35.3%; open vascular procedure decreased from 34.9% to 25.4% (Figure) . Likelihood of major amputation during an acute hospitalization for PAD decreased from 29.7% to 20.3%. Black and Hispanic patients were more likely than whites to undergo amputation (Table) .
Conclusion: Use of endovascular procedures has increased and use of open vascular bypass has decreased in the inpatient treatment of acute PAD. While overall likelihood of amputation has decreased, racial/ethnic disparities persist, with black and Hispanic patients experiencing higher likelihood of amputation.
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